Background
According to the World Health Organization (WHO), diabetes is likely to be one of the most substantial threats to human health in the 21 st century; 346 million people worldwide have diabetes [1] . The number of patients more than doubled during the last 15 years [2] . Type 2 diabetes typically develops in older people. Among people aged 65 years and older, type 2 diabetes is diagnosed 10 times more frequently than in people younger than age 45 years [3] . However, it has been noticed that the average age of patients with type 2 diabetes mellitus is decreasing.
Depression is associated with a variety of diabetes complications (diabetic retinopathy, nephropathy, neuropathy, and macrovascular complications) [4] . After the diagnosis of diabetes mellitus, people must change their everyday lifestyle and adapt to the new conditions of life; also, they experience many negative emotions that cause lower social adaptation, and they experience decreased efficiency and disability. The prevalence of the symptoms of anxiety (32%) and depression (22.4%) in patients with diabetes is considerably higher than in general population samples (10%) [5, 6] . Diabetes doubles the likelihood of comorbid depression, which is present in approximately 30% of patients with type 1 or type 2 diabetes [7] .
A study by Khuwaja et al. found that the prevalence of depression and anxiety among adults with type 2 diabetes was 44% and 58%, respectively [8] . Both depression and anxiety have been found to have a negative impact on diabetes.
Different studies have been performed and are currently being carried out in a number of countries all over the world to analyze the influence of various factors, including disease, its duration [9] , social factors, complications [10] , and treatment methods, on the emotional state of diabetic patients. Evidence from several studies suggests that detection and effective treatment of depression can improve diabetic control [11] .
The presence of symptoms of depression significantly impairs the health-related quality of life among individuals with type 2 diabetes [12] . Anxiety and depression symptoms often remain unrecognized and, thus, untreated. Screening for and treatment of anxiety and depression may lead to a better medical prognosis and better quality of life. It is important to estimate the prevalence of anxiety and depression symptoms and factors associated with these symptoms in patients with diabetes. There is limited or controversial information regarding factors associated with anxiety and depression in patients with type 2 diabetes.
The aim of this study was to evaluate prevalence and determinants of anxiety and depression symptoms in patients with type 2 diabetes (T2DM).
Material and Methods
The survey was conducted during 2007-2010. Patients were selected for the survey by applying the following inclusion criteria: men and women, 35 years of age or older, with type 2 diabetes mellitus, and without any acute diseases diagnosed during the survey.
The Hospital Anxiety and Depression Scale (HADS) [13] was used to measure depression and anxiety for the evaluation of depressive state and anxiety. It is well-validated instrument and has been used in other chronic disease patient populations. HADS consists of 14 statements: 7 questions of the questionnaire are designed for anxiety symptoms, and the other 7 statements evaluate depression symptoms. This scale allows for a quick and detailed investigation of emotional state. Four possible answers (0−3) are given for the each statement, and the subjects must choose the one that most precisely reflects their condition last week. Possible values for depression and anxiety are from 0 to 21. The results for the depression and anxiety are summed and evaluated separately: a score of 0-7 means there is no depression or anxiety and a score of 8 or over means there is depression or anxiety. A brief patient health questionnaire was used to collect demographic data, duration of the disease (in years), complications, and arterial hypertension.
The study was approved by Lithuanian Bioethics Committee and the survey was conducted in compliance with the requirements of the professional ethics of sociological-medical research. In total, 1500 patients were invited to participate in study. Before presenting the survey form, the subjects were given instructions on filling out the form. After agreeing to participate in the survey, the subjects filled out the provided forms independently.
According to the duration of the disease, the patients were distributed into 4 groups: patients who had diabetes for up to 5 years, patients who had diabetes for 6−10 years, those who had the disease for 11−15 years, and those who had diabetes for 16 years or more.
We evaluated the distribution of the respondents according to the following complications of diabetes: nephropathy, retinopathy, angiopathy, and polyneuropathy of legs. Also, they were asked if they were diagnosed with arterial hypertension, and whether they used medicines for the treatment of hypertension. The prevalence of anxiety and depression symptoms were assessed using HADS cut-off points: 0-7 indicating there is no depression or anxiety and 8 and over indicating there is depression or anxiety. Traditional descriptive and deductive statistical methods were used for the statistical analysis. Descriptive statistics were carried out for demographic and diabetes-related variables. Pearson's c 2 test was used for categorical data analysis and the extended Mantel-Haenszel test was used for trend. The anxiety and depression scores were dichotomized prior to regression analysis: 0-7 was defined as a normal score, 8-21 was defined as a mild to severe anxiety or depression score. The odds ratios (OR) for anxiety and depression were estimated using multivariate logistic regression with adjustment for relevant confounders. Socio-demographic variables were specified in block 1 and health status and behavior variables were specified in block 2. Standard method was used for model building.
Any p-values lower than 0.05 were considered significant. The SPSS (v. 13.00) statistical package was used in the analysis.
Results
The overall response rate was 68% (1022 patients). Table 1 shows the general characteristics of patients. Of 1022 subjects, 36.4% were males, and 63.6% were females. The most patients were in age groups of 55-64 years (38.1%) and 65-74 years (32.2%) (mean age -59.3 years (median -59.0). Mean disease duration was 8.8 years (median -7.0). More than 70% of all respondents who participated in the study had diabetes mellitus complications (72.2%). Retinopathy (57.5%) and angiopathy (54.6%) were the most common complications of T2DM. Arterial hypertension (AH) was self-reported by 74.4% of patients with T2DM.
The majority of patients (71.5%) had no depression symptoms (normal score ≤7). The prevalence mild to severe depression score was 28.5% (95% CI 25.7-31.4) ( Table 2 ). Depression symptoms were more prevalent in females (32.3%) than in males (21.8%) (p<0.001). The prevalence of anxiety was 42.4% (95% 39.3-45.5). Anxiety was more frequent among females (46.8%) than among males (34.7%) (p<0.001). A significant negative trend was observed between prevalence of anxiety and depression, and age and education (p for trend <0.001). Higher anxiety and depression prevalence were associated with older age and lower educational attainment. Marital status was associated with anxiety and depression prevalence (p<0.001). (Table 3) .
Results of the multivariable analysis for factors associated with anxiety and depression symptoms are given in Table 4 and Table 5 . Age (older age), education (incomplete secondary, secondary vs. elementary), social status (white-collar workers vs. blue-collar workers), duration of diabetes, and complications were risk factors significantly associated with higher anxiety scores. Self-reported arterial hypertension, increased physical activity after T2DM diagnosis, and smoking were not significantly associated with anxiety.
Protective factors significantly associated with lower depression scores were: marital status, education, retiree (vs. blue-collar workers), and changed nutrition habits after T2DM diagnosis. Age (older age) and duration of diabetes were associated with higher depression symptoms. Gender, complications, insulin using, self-reported arterial hypertension, increased physical activity after DM diagnosis, and smoking were not significantly associated with higher depression scores.
Discussion
Diabetes -particularly its complications -not only causes impairment of the physical health, but at the same time promotes occurrence of psycho-emotional and social problems [14] . After the diagnosis of diabetes mellitus, people must change their everyday lifestyle and adapt to the new conditions the life. They experience many negative emotions that cause lower social adaptation, and they face disability and decreased efficiency. Co-morbid major depression is a significant problem among patients with T2DM and/or coronary heart disease and this negatively impacts quality of life [15] .
Most epidemiological studies indicate that diabetes is associated with an increased risk of depression [16] . In our Our study shows that insulin use did not affect the states of depression and anxiety, but it could lead to a longer duration of the disease and increase complications. In addition, insulin-treated patients had more advanced disease and poor patient performance status.
According to the literature, complications of T2DM negatively affect patient health, and health impairment due to T2DM complications increases the risk of depression [4, 18] . According to Ell et al., depressive state was diagnosed in 30.2% of the subjects. Depressive states were significantly related to the complications of diabetes, the presence of other chronic diseases, anxiety, and poorer quality of life [19, 20] . In our study we found that the prevalence of anxiety was 42.4% (95% CI 39.3-45.5). Anxiety was more frequent among females (46.8%) than among males (34.7%) (p<0.001).
Previous studies showed that different chronic complications influence the depressive state: neuropathy [21] , cardiovascular diseases [22] , retinopathy [23] , and nephropathy [11] have a direct impact on the depressive state of diabetic patients. Studies showed that depression and anxiety rate depended on the duration of the disease. According to a study performed in Norway (the HAD Scale was used), the probability that patients with type 2 diabetes would develop depression was the same as in the general population. The diabetes itself as a disease does not have any impact on the depressive state (ORo -1.08; 95%, CI 0.70-1.65; p=0.740) -the strongest influence is exerted by complications and concomitant chronic diseases (ORo -1.38; 95%, CI 1.10-1.74; p<0.005) [24] .
Our study shows a significant negative trend between prevalence of anxiety and depression, and age and education (p for trend <0.001). Higher anxiety and depression prevalence were associated with older age and lower educational attainment. 
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Marital status was associated with anxiety and depression prevalence (p<0.001).
A significant association between depression and diabetic complications has been identified. According to a meta-analysis by De Groot et al., the effect sizes for each complication were: 0.17 for retinopathy, 0.20 for macrovascular complications, 0.25 for nephropathy, 0.28 for neuropathy, and 0.32 for sexual dysfunction. The overall effect size was small to moderate (r=0.25), and was comparable between the 2 types of diabetes [25] .
The data of our study confirmed that chronic complications of diabetes mellitus affected the emotional state of patients. A Canadian study found that smoking and depression are strongly associated in patients with type 2 diabetes, and this association appears to be strongest for moderate/heavy smokers [26] . However, we did not find a statistically significant association between smoking and prevalence of anxiety and depression symptoms by bivariate analysis.
Duration of the disease was relevant to lower rating of all fields of quality of the life except for evaluation of role limitations due to emotional problems, emotional state, and mental health [27] . In our study the results of the multivariable analysis for factors associated with anxiety and depression symptoms shows that diabetes duration was a risk factor significantly associated with higher scores of anxiety among patients with T2DM.
Our results confirmed the study results of Malaysian research findings that individuals with diabetes of less than 2-year duration were 1.6 times more likely to have depressive symptoms than individuals with diabetes of longer duration. Females and Asian Indians were 1.4 times more likely to have depressive symptoms compared to males and Malay diabetic individuals [28] .
Conclusions
The prevalence of depression and anxiety among type 2 diabetes mellitus patients was statistically significantly higher in females than in males (p<0.001). A significant association between depression and diabetic complications was identified (p<0.05). Diabetes duration was a risk factor significantly associated with higher scores of anxiety among the patients with T2DM.
